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Abstract
Introduction
Lowering the prevalence of childhood obesity requires 
a multilevel approach that targets the home, school, and 
community. Head Start, the largest federally funded early 
childhood education program in the United States, reaches 
nearly 1 million low-income children, and it provides an 
ideal opportunity for implementing such an approach. Our 
objective was to describe obesity prevention activities in 
Head Start that are directed at staff, parents, and com-
munity partners.
Methods
We mailed a survey in 2008 to all 1,810 Head Start pro-
grams in the United States.
Results
Among the 1,583 (87%) responding programs, 60% held 
workshops to train new staff about feeding children and 
63% held workshops to train new staff about children’s 
gross motor activity. Parent workshops on preparing or 
shopping for healthy foods were offered by 84% of pro-
grams and on encouraging children’s gross motor activity 
by  43%  of  programs.  Ninety-seven  percent  of  programs 
reported  having  at  least  1  community  partnership  to 
encourage children’s healthy eating, and 75% reported at 
least 1 to encourage children’s gross motor activity.
Conclusion
Head  Start  programs  reported  using  a  multilevel 
approach  to  childhood  obesity  prevention  that  included 
staff,  parents,  and  community  partners.  More  informa-
tion is needed about the content and effectiveness of these 
efforts.
Introduction
Lowering the prevalence of childhood obesity requires 
a coordinated, multilevel approach that goes beyond the 
home  to  target  schools  and  communities  (1).  However, 
there are few successful examples of implementing such 
a multilevel approach (2,3), and we are not aware of any 
that have been evaluated in early childhood, when obesity 
prevention efforts should begin (4).
Head Start, the nation’s largest federally funded early 
childhood  education  program,  presents  a  unique  oppor-
tunity  to  implement  a  multilevel  approach  to  prevent 
childhood obesity in a population at high risk for obesity. 
Head Start reaches nearly 1 million low-income preschool 
children. It uses an approach to school readiness that inte-
grates children’s cognitive, social, and emotional develop-
ment with their physical health and that emphasizes the 
need for staff training, parent involvement, and community 
partnerships (5,6). This approach, used from the inception 
of Head Start, was informed by Bronfenbrenner’s ecologi-
cal theory of human development (7), which accounts not 
only for the multiple levels of influence on the child but 
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also the need for synergy between the school, home, and 
neighborhood environments. The social ecological model 
has been widely applied in public health (8,9).
All  Head  Start  programs  must  abide  by  regulations 
outlined in the federal Program Performance Standards 
(10), which include those that apply to staff training, par-
ent outreach, and community partnerships, providing an 
administrative  structure  for  implementing  a  multilevel 
approach to prevent obesity. For example, the regulations 
require Head Start programs to provide ongoing training 
for their staff (10), to hire staff or consultants to support 
family  and  community  partnerships,  to  “provide  health 
and nutrition education for parents and families,” and to 
“take affirmative steps to establish ongoing collaborative 
relationships  with  community  organizations.”  Programs 
must establish parent committees and convene a health 
services advisory committee.
Despite  an  existing  structure  in  Head  Start  to  allow 
for the development of a multilevel approach to prevent-
ing childhood obesity and the need for such an approach 
(11,12),  no  national  data  are  available  to  indicate  how 
Head Start programs are encouraging healthy eating and 
physical (gross motor) activity in children through activi-
ties directed at staff, parents, and community partners. 
The  adults  reached  through  these  activities  can  model 
healthy behaviors and implement the obesity prevention 
practices that are intended to target children. Using data 
collected  in  a  2008  national  survey  of  Head  Start  pro-
grams, we describe obesity prevention activities directed 
at staff, parents or guardians, and community partners.
Methods
The Office of Head Start in the US Department of Health 
and Human Services (DHHS) administers grants, through 
12 regional offices, to almost 1,900 Head Start programs. 
These programs use the grant funds to administer services 
to almost 1 million low-income preschool children in 50 
states, the District of Columbia, and US territories (13). 
The  average  Head  Start  program  has  approximately  6 
centers, each with 50 to 60 children aged 3 or 4 years.
From February through April 2008, we administered a 
survey to all Head Start programs as part of the Study of 
Healthy Activity and Eating Practices and Environments 
in Head Start (SHAPES). The purpose of the survey was 
to provide the first national description of obesity preven-
tion practices and environments in Head Start, focusing 
on  both  healthy  eating  and  gross  motor  activity.  The 
surveys were addressed to program directors, who were 
encouraged to get assistance with the survey from their 
program’s specialists in health or nutrition.
Survey development and administration
The survey instrument was developed and administered 
in  partnership  with  DHHS  and  the  US  Department  of 
Agriculture  (USDA),  which  supplies  meals  and  snacks 
to  Head  Start  through  the  Child  and  Adult  Care  Food 
Program (14). Drafts of the instrument were also reviewed 
by several nonfederal content experts, and it was further 
refined on the basis of cognitive interviews and pretesting 
with 7 Head Start program directors, each from a differ-
ent state. The final survey did not require program staff 
to conduct any record review and could be completed in 
approximately 30 minutes. To reduce bias, we assured pro-
grams that their individual responses would not be shared 
with federal agencies. The term “gross motor activity” was 
used  instead  of  “physical  activity”  because  it  was  more 
familiar to Head Start staff.
Administrative  data  and  contact  information  for  all 
1,890 Head Start programs were obtained from the Office 
of  Head  Start’s  2007  Program  Information  Report  (15). 
We excluded 50 programs in US territories, 27 that did 
not provide direct services to children, and 3 that provided 
all services outside of centers, leaving a final sample of 
1,810 programs. Program directors were mailed a paper 
survey. After sending reminders by electronic and postal-
service mail, we reached nonresponding programs by tele-
phone and allowed them to complete the survey over the   
telephone.
Survey items
This report focuses on responses to closed-ended survey 
questions  about  activities  in  Head  Start  programs  that 
were  directed  at  adults  —  staff,  parents  or  guardians, 
and community partners — rather than at the children. 
To understand the perceptions of program directors about 
the magnitude of the problem of obesity in their program, 
we asked the following question: “In your opinion, how 
much of a health problem is obesity among the children in 
your program?” The response options were “not a problem 
at all,” “a small problem,” “a moderate problem,” “a large VOLUME 7: NO. 3
MAY 2010
  www.cdc.gov/pcd/issues/2010/may/09_0115.htm • Centers for Disease Control and Prevention  3
The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the US Department of Health and Human Services, the 
Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only and 
does not imply endorsement by any of the groups named above.
problem,” or “a very large problem.” In 2 other similarly 
worded questions, we asked about obesity among staff and 
among parents.
We asked programs how they trained newly hired staff 
about practices and routines that apply to feeding children 
at snacks and mealtimes. Programs were given a list of 
training  practices  and  asked  to  mark  all  that  applied. 
They were then asked to indicate the most commonly used 
practice on the list. A similar pair of questions was asked 
about  training  practices  that  apply  to  children’s  gross 
motor activity. In addition, we asked (yes/no) whether pro-
grams offered workshops or activities for staff members to 
assist them with improving their own eating and physical 
activity behaviors.
From a list of activities, we asked programs to indicate 
which ones they used during the past year to encourage 
parents or guardians to provide opportunities for children’s 
healthy eating at home. A similarly worded question asked 
about opportunities for gross motor activity at home. For 
both of these questions, programs were asked to mark all 
that applied from a list of activities and were given the 
opportunity to write about other parent outreach activities 
that were not on the list. In addition, programs were asked 
(yes/no) whether they provided opportunities for parents 
or guardians to participate in menu planning for foods and 
beverages  that  are  served  at  the  program.  Finally,  pro-
grams were asked (yes/no) whether, during the past year, 
they had involved their parent committee as part of any 
efforts to prevent obesity among young children.
From a list, programs were asked to indicate the types 
of  community  organizations  and  agencies  with  which 
they had partnerships during the past year to encourage 
children’s healthy eating and, in a separate question, to 
encourage  children’s  gross  motor  activity.  Finally,  pro-
grams were asked 2 (yes/no) questions: whether, during 
the  past  year  as  part  of  any  efforts  to  prevent  obesity 
among young children, they had 1) formed a new partner-
ship with a community organization, and 2) involved their 
health services advisory committee.
Data analysis
We  described  the  percentage  of  programs  reporting 
various activities with 1) staff, 2) parents or guardians, 
and 3) community partners. For the questions on parent 
outreach activities, we coded into subgroups those “other” 
activities that were written in by programs. There was no 
subgroup of activities that made up more than 5% of the 
total sample; therefore, these activities were not reported 
separately. In reporting results we used the term “par-
ents” to refer to parents or guardians.
Results
The  1,810  programs  enrolled  828,707  children  across 
13,607 centers, 89% and 90% of all Head Start children 
and  centers,  respectively.  Surveys  were  completed  by 
1,583 (87%) programs, 188 by telephone. 
Forty-seven percent of program directors perceived that 
obesity was a large or very large problem for parents, 33% 
perceived that obesity was a large or very large problem 
for staff, and 20% perceived it was a large or very large 
problem for children.
Activities with staff
Nearly  all  programs  provided  newly  hired  staff  with 
some  training  about  the  practices  and  routines  that 
applied to feeding children and to children’s gross motor 
activity. Only 3% and 6% of programs reported no training 
of new staff (other than observing more experienced staff) 
on feeding and on gross motor activity, respectively (Table 
1). Programs reported on their use of 4 methods to train 
new staff about feeding and gross motor activity: 1) having 
an experienced staff member verbally explain the prac-
tices and routines to new staff, 2) providing workshops or 
training sessions for new staff, 3) asking new staff to read 
materials, and 4) asking new staff to view videotapes. For 
training on feeding, 86% of programs used at least 1 of the 
3 other methods besides verbal explanation, and 83% did 
so for training on gross motor activity. In addition, 50% of 
programs reported that they offered workshops or activi-
ties for staff members during the last year to help them 
improve their own eating and physical activity behaviors.
Activities with parents
Distributing  written  information,  such  as  flyers  or 
newsletters, was the approach that programs most often 
reported  using  to  reach  parents  about  providing  oppor-
tunities at home for children’s healthy eating (Table 2). 
However, most programs went beyond distributing writ-
ten  materials.  For  example,  84%  of  programs  offered  a VOLUME 7: NO. 3
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workshop for parents on either preparing or shopping for 
healthy foods, and 60% of programs reported that they 
discussed  healthy  eating  at  parent-teacher  conferences. 
Beyond these approaches, 12% of programs reported other 
types of parent outreach on healthy eating, such as provid-
ing healthy meals and snacks at parent events or referring 
families to a physician, nurse, or nutritionist if a problem 
with nutrition or weight was identified. Only 4 programs 
(<1%) reported offering no parent outreach activities on 
healthy eating in the last year, 27% offered 1 or 2 types of 
activities, 32% offered 3 types, and 41% offered more than 
3 types. In addition, 80% of programs reported that they 
provided opportunities for parents or guardians to partici-
pate in menu planning for foods and beverages served at 
Head Start meals, and 40% of programs reported involv-
ing their parent committee during the past year in their 
overall childhood obesity prevention efforts.
Distributing written information was also the most com-
mon approach to parent outreach about opportunities for 
children’s gross motor activity at home (Table 2). Almost 
three-fourths of programs reported that they discussed chil-
dren’s gross motor activity at parent-teacher conferences, 
and 43% offered a workshop that taught parents how to 
encourage children’s gross motor activity at home. Beyond 
these approaches, 6% reported other types of parent out-
reach on gross motor activity, such as discussing the topic 
with parents during home visits. Seven percent of programs 
reported no parent outreach activities in the last year on 
gross motor activity, 25% reported 1 type of activity, 38% 
reported 2 types, and 30% reported 3 or more types.
Activities with community partners
The  Special  Supplemental  Nutrition  Program  for 
Women, Infants, and Children (WIC) (16) was the most 
common  community  organization  or  agency  with  which 
Head Start programs had a partnership during the prior 
year to encourage children’s healthy eating, followed by 
the USDA cooperative extension program and the local 
public health department (Table 3). Ninety-seven percent 
of programs reported having at least 1 community part-
nership to encourage children’s healthy eating, 28% had 1 
or 2, 23% had 3, and 46% had 4 or more.
WIC was also reported as the most common community 
organization or agency for partnerships to encourage chil-
dren’s gross motor activity, followed by the health depart-
ment and a school or school district (Table 3). Seventy-five 
percent of programs reported having at least 1 community 
partnership to encourage children’s gross motor activity, 
27% had only 1, 23% had 2, and 25% had 3 or more.
As part of their overall efforts in the past year to pre-
vent childhood obesity, 73% of programs reported involv-
ing their program’s health services advisory committee. 
Nineteen percent formed a new partnership with a com-
munity organization or agency.
Discussion
In this national survey, we found that Head Start pro-
grams reported using a multilevel approach to childhood 
obesity prevention, which included activities directed at 
staff,  parents,  and  community  partners.  They  offered 
workshops to parents about preparing and shopping for 
healthy  foods,  trained  new  staff  on  children’s  feeding 
and gross motor activity, provided activities for staff to 
improve their own eating and activity habits, and estab-
lished partnerships with community organizations to help 
prevent childhood obesity. These activities can reach the 
salient adults in children’s lives and establish positive and 
consistent  social  norms  for  children  regarding  diet  and 
physical activity. The importance of reaching these adults 
is  reflected  in  the  fact  that  many  Head  Start  program 
directors considered obesity to be a substantial problem for 
both parents and staff.
Many childhood obesity prevention efforts have taken 
place  in  schools,  where  children  spend  a  great  deal  of 
time and where the environments related to both diet and 
physical activity can be altered (17). However, children 
consume most of their calories outside the school setting 
(18,19). Furthermore, seasonal patterns of weight gain in 
young children suggest that the nonschool environment 
may be more influential than the school environment (20). 
A more effective approach may be to reach children in the 
multiple contexts in which they spend their time, not only 
in school but also at home and in their neighborhoods. 
Few examples of such multilevel approaches to childhood 
obesity prevention have been evaluated (2,3), and their 
activities were centered in schools but did not specifically 
involve preschools or child care settings.
A  major  challenge  in  this  school-centered  approach 
is  that  the  primary  focus  in  elementary  and  secondary 
schools is on academic achievement. Additionally, these VOLUME 7: NO. 3
MAY 2010
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schools are not inherently oriented to an ecological model 
of child development, nor do they include children younger 
than  5  years  in  whom  health  habits  are  already  being 
established.  Applying  a  multilevel  approach  to  obesity 
prevention in Head Start, however, has many advantages 
because  Head  Start  reaches  children  at  younger  ages, 
integrates  children’s  health,  nutrition,  and  gross  motor 
development,  and  requires  involvement  of  staff,  par-
ents, and community partners. Additionally, the Program 
Performance  Standards  require  that  former  or  current 
Head Start parents be given preference for Head Start 
staff positions for which they are qualified (10). The fact 
that more than one-fourth of staff are former or current 
Head Start parents (21) means that efforts to reach par-
ents about obesity prevention will also reach some future 
staff.  In  addition,  Head  Start  could  frame  some  of  its 
messages about obesity prevention in a similar way for 
parents and staff.
Since its inception, Head Start has focused on children’s 
health, recognizing the relationship between health and 
children’s ability to learn (22). These efforts have involved 
staff, parents, and community partners. For example, in 
its  recent  initiatives  to  improve  children’s  oral  health, 
Head Start programs received grant support to build con-
nections with dentists and dental hygienists in the com-
munity and to increase education of parents (23). Head 
Start has also applied an ecological approach to address 
children’s mental health, using interventions that include 
both parent and staff training (24,25).
As with oral and mental health, effective and sustain-
able  models  for  obesity  prevention  will  likely  require 
involvement of staff, parents, and community partners. A 
promising example of obesity prevention efforts in Head 
Start  is  the  I  Am  Moving,  I  Am  Learning  initiative,  a 
program  enhancement  designed  to  encourage  children’s 
moderate to vigorous physical activity, adult-guided move-
ment activities, and healthy eating behaviors (26). Of the 
50 programs participating in the early implementation of I 
Am Moving, I Am Learning, more than half offered activi-
ties for staff about their own diet and physical activity 
behaviors, nearly all provided activities for parents, and 
more than half formed a partnership with at least 1 com-
munity organization to prevent obesity (27).
Despite the high response rate to the SHAPES survey, 
which attempted to reach all Head Start programs, this 
study had several limitations. We did not validate program 
reports of their activities by conducting on-site interviews 
of staff, parents, or community partners. This was not an 
evaluation in which we tried to assess details about the 
implementation (content and intensity), reach (number of 
adults who participated), and effectiveness of the reported 
activities (28). In addition, the survey required programs 
to  respond  to  questions  on  the  basis  of  the  average  or 
typical Head Start center in their program. Programs with 
large  between-center  variability  might  have  been  more 
likely to misclassify their program’s activities.
Considering  that  young  children  can  benefit  in  many 
ways from links between the school, home, and commu-
nity (29-31) and that there is growing interest in obesity 
prevention  efforts  in  early  childhood  education  settings 
(4,32), more information is needed on how early childhood 
programs  are  implementing  such  links  in  their  obesity 
prevention efforts. The philosophical and administrative 
foundation for a multilevel approach to obesity prevention 
is already in place in Head Start. We now have national 
data on the types of staff training, parent outreach activi-
ties, and community partnerships used in Head Start to 
encourage children’s healthy eating and gross motor activ-
ity. Future research is needed to explore the content and 
effectiveness of these strategies.
Acknowledgments
This  research  project  was  funded  by  grants  from  the 
Healthy Eating Research Program (63042) and the Active 
Living  Research  Program  (64114)  of  the  Robert  Wood 
Johnson Foundation, and it was carried out in partnership 
with the US Department of Health and Human Services 
and the US Department of Agriculture.
We  acknowledge  Linda  Mendenko,  Alison  Guy,  and 
Anna Comerford at Mathematica Policy Research, Inc, for 
their assistance in survey development and data collec-
tion. We thank the National Head Start Association for 
announcing  SHAPES,  the  programs  for  completing  the 
survey, and Amy Requa, Robin Brocato, Prabhu Ponkshe, 
and  Mary  Story  for  reviewing  an  earlier  draft  of  this 
manuscript.
Author Information
Corresponding Author: Robert C. Whitaker, MD, MPH, VOLUME 7: NO. 3
MAY 2010
  Centers for Disease Control and Prevention • www.cdc.gov/pcd/issues/2010/may/09_0115.htm
The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the US Department of Health and Human Services, the 
Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only and 
does not imply endorsement by any of the groups named above.
Temple  University,  Center  for  Obesity  Research  and 
Education, 3223 North Broad St, Ste 175, Philadelphia, 
PA 19140. Telephone: 215-707-8676. E-mail: rwhitaker@
temple.edu.
Author Affiliations: Rachel A. Gooze, Cayce C. Hughes, 
Temple University, Philadelphia, Pennsylvania; Daniel M. 
Finkelstein, Mathematica Policy Research, Inc, Cambridge, 
Massachusetts.
References
 1.  Institute  of  Medicine.  Preventing  childhood  obesity: 
health in the balance. Washington (DC): The National 
Academies Press; 2005.
 2.  Economos  CD,  Hyatt  RR,  Goldberg  JP,  Must  A, 
Naumova EN, Collins JJ, et al. A community inter-
vention  reduces  BMI  z-score  in  children:  Shape  Up 
Somerville first year results. Obesity 2007;15(5):1325-
36.
 3.  Romon M, Lommez A, Tafflet M, Basdevant A, Oppert 
JM, Bresson JL, et al. Downward trends in the preva-
lence of childhood overweight in the setting of 12-year 
school-  and  community-based  programmes.  Public 
Health Nutr 2009;12(10):1735-42.
 4.  Barlow  SE.  Expert  committee  recommendations 
regarding the prevention, assessment, and treatment 
of child and adolescent overweight and obesity: sum-
mary report. Pediatrics 2007;120 Suppl 4:S164-92.
 5.  Zigler E, Muenchow S. Head Start: the inside story 
of America’s most successful educational experiment. 
New York (NY): Basic Books; 1992.
 6.  Zigler E. Foreword. In: Meisels SJ, Shonkoff JP, edi-
tors. Handbook of early childhood intervention. New 
York (NY): Cambridge University Press; 1990.
 7.  Bronfenbrenner  U.  The  ecology  of  human  develop-
ment: experiments by nature and design. Cambridge 
(MA): Harvard University Press; 1979.
 8.  McLeroy  KR,  Bibeau  D,  Steckler  A,  Glanz  K.  An 
ecological perspective on health promotion programs. 
Health Educ Q 1988;15(4):351-77.
 9.  Stokols  D.  Translating  social  ecological  theory  into 
guidelines  for  community  health  promotion.  Am  J 
Health Promot 1996;10(4):282-98.
10. Legislation  and  regulations:  Head  Start  Act. 
US  Department  of  Health  and  Human  Services, 
Administration for Children and Families; 2008. http://
www.acf.hhs.gov/programs/ohs/legislation/index.html. 
Accessed February 13, 2009.
11. Davison  KK,  Birch  LL.  Childhood  overweight:  a 
contextual  model  and  recommendations  for  future 
research. Obes Rev 2001;2(3):159-71.
12. Huang TT, Drewnowski A, Kumanyika SK, Glass TA. 
A systems-oriented multilevel framework for address-
ing  obesity  in  the  21st  century.  Prev  Chronic  Dis 
2009;6(3).  http://www.cdc.gov/pcd/issues/2009/jul/09_
0013.htm. Accessed June 16, 2009.
13. About  the  Office  of  Head  Start.  US  Department 
of  Health  and  Human  Services,  Administration  for 
Children and Families; 2008. http://www.acf.hhs.gov/
programs/ohs/about/fy2008.html.  Accessed  December 
31, 2009.
14. Child  and  Adult  Care  Food  Program  regulations  (7 
CFR Part 226). US Department of Agriculture, Food 
and  Nutrition  Service.  http://www.fns.usda.gov/cnd/
Care/Regs-Policy/Regulations.htm. Accessed February 
13, 2009.
15. Office  of  Head  Start  Program  Information  Report. 
http://eclkc.ohs.acf.hhs.gov/hslc/Program%20Design
%20and%20Management/Head%20Start%20Requir
ements/Progam%20Information%20Report.  Accessed 
December 31, 2009.
16. WIC,  the  Special  Supplemental  Nutrition  Program 
for Women, Infants and Children. US Department of 
Agriculture, Food and Nutrition Service. http://www.
fns.usda.gov/wic/WIC-Fact-Sheet.pdf. Accessed March 
21, 2009.
17. Gittelsohn J, Kumar MB. Preventing childhood obe-
sity and diabetes: is it time to move out of the school? 
Pediatr Diabetes 2007;8 Suppl 9:55-69.
18. Lin B-H, Guthrie J. Quality of children’s diets at and 
away from home: 1994-96. FoodReview 1999;22(1):2. 
http://www.ers.usda.gov/publications/foodreview/
jan1999/frjan99a.pdf. Accessed December 23, 2009.
19. Briefel RR, Wilson A, Gleason PM. Consumption of 
low-nutrient,  energy-dense  foods  and  beverages  at 
school, home, and other locations among school lunch 
participants  and  nonparticipants.  J  Am  Diet  Assoc 
2009;109(2 Suppl):S79-90.
20. von Hippel PT, Powell B, Downey DB, Rowland NJ. 
The effect of school on overweight in childhood: gain 
in body mass index during the school year and during 
summer vacation. Am J Public Health 2007;97(4):696-
702.
21. Biennial report to Congress: the status of children in 
Head Start programs. US Department of Health and 
Human  Services,  Administration  for  Children  and VOLUME 7: NO. 3
MAY 2010
  www.cdc.gov/pcd/issues/2010/may/09_0115.htm • Centers for Disease Control and Prevention  7
The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the US Department of Health and Human Services, the 
Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only and 
does not imply endorsement by any of the groups named above.
Families; 2005. http://www.acf.hhs.gov/programs/ohs/
about/  biennial_report_2005.pdf.  Accessed  December 
31, 2009.
22. Zigler E, Piotrkowski CS, Collins R. Health services in 
Head Start. Annu Rev Public Health 1994;15:511-34.
23. Del Grosso P, Brown A, Silva S, Henderson J, Tein N, 
Paulsell D. Strategies for promoting prevention and 
improving  oral  health  care  delivery  in  Head  Start: 
findings from the Oral Health Initiative Evaluation. 
Volume I: final technical report. Mathematica Policy 
Research,  Inc;  2008.  http://www.mathematica-mpr.
com/publications/PDFs/OHI_Techrpt.pdf.  Accessed 
March 9, 2009.
24. Knitzer  J.  Early  childhood  mental  health  services: 
a  policy  and  systems  development  perspective.  In: 
Shonkoff JP, Meisels SJ, editors. Handbook of early 
childhood intervention. 2nd edition. New York (NY): 
Cambridge University Press; 2000.
25. Webster-Stratton C, Reid MJ, Tolan P, Szapocznik J, 
Sambrano S. Incredible Years parents and teachers 
training series: a Head Start partnership to promote 
social competence and prevent conduct problems. In: 
Preventing youth substance abuse: science-based pro-
grams for children and adolescents. Washington (DC): 
American Psychological Association; 2007.
26. I Am Moving, I Am Learning: a proactive approach 
for addressing childhood obesity in Head Start chil-
dren. Summary report: the first two years. Region III 
Administration for Children and Families; 2006. http://
eclkc.ohs.acf.hhs.gov/hslc/ecdh/Health/Nutrition/ 
Nutrition%20Program%20Staff/IMIL/imil_report.pdf. 
Accessed April 12, 2009.
27. Finkelstein  D,  Whitaker  RC,  Hill  E,  Fox  MK, 
Mendenko  L,  Boller  K.  Results  from  the  “I  Am 
Moving,  I  Am  Learning”  Stage  1  Survey.  Princeton 
(NJ): Mathematica Policy Research, Inc; 2007. http://
www.acf.hhs.gov/programs/opre/hs/eval_move_learn/ 
reports/stage1_survey/stage1_survey.pdf.  Accessed 
February 14, 2009.
28. Glasgow  RE,  Vogt  TM,  Boles  SM.  Evaluating  the 
public  health  impact  of  health  promotion  interven-
tions:  the  RE-AIM  framework.  Am  J  Public  Health 
1999;89(9):1322-7.
29. Regional  Educational  Laboratories’  Early  Childhood 
Collaboration Network. Continuity in early childhood: 
a framework for home, school, and community linkag-
es. US Department of Education and US Department 
of Health and Human Services; 1995. http://www.sedl.
org/prep/hsclinkages.pdf. Accessed February 16, 2009.
30. Barbour C, Barbour NH, Scully PA. Families, schools, 
and  communities:  building  partnerships  for  educat-
ing  children.  4th  edition.  Upper  Saddle  River  (NJ): 
Pearson Education, Inc; 2008.
31. Kumanyika SK, Obarzanek E, Stettler N, Bell R, Field 
AE, Fortmann SP, et al. Population-based prevention 
of obesity: the need for comprehensive promotion of 
healthful  eating,  physical  activity,  and  energy  bal-
ance:  a  scientific  statement  from  American  Heart 
Association Council on Epidemiology and Prevention, 
Interdisciplinary  Committee  for  Prevention  (former-
ly  the  Expert  Panel  on  Population  and  Prevention 
Science). Circulation 2008;118(4):428-64.
32. Story M, Kaphingst KM, French S. The role of child 
care  settings  in  obesity  prevention.  Future  Child 
2006;16(1):143-68.VOLUME 7: NO. 3
MAY 2010
  Centers for Disease Control and Prevention • www.cdc.gov/pcd/issues/2010/may/09_0115.htm
The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the US Department of Health and Human Services, the 
Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only and 
does not imply endorsement by any of the groups named above.
Tables
Table 1. Staff Training Activities About Feeding Children and 
Children’s Gross Motor Activity, US Head Start Programs, 
2008 (N = 1,583)
Activity
% of Programs 
Offering 
Activitya
Feeding children (n = 1,576)b
An experienced staff member verbally explains prac-
tices and routines that apply to feeding childrenc
92
Staff attend a workshop or training session about 
feeding children
0
Staff are asked to read books or articles about feed-
ing children
1
Staff view videotapes about feeding children 13
No training for new staff about feeding children other 
than observing what the most experienced staff do 
during meals and snacks
3
Gross motor activity (n = 1,574)d
Experienced staff member verbally explains practices 
and routines for encouraging children’s gross motor 
activityc
7
Staff attend a workshop or training session about 
children’s gross motor activity
3
Staff are asked to read books or articles about chil-
dren’s gross motor activity
25
Staff view videotapes about children’s gross motor 
activity
1
No training for new staff about children’s gross motor 
activity other than observing what the most experi-
enced staff do during children’s gross motor activities

 
a Percentages do not total 100 because programs were allowed to report 
more than 1 activity. 
b Seven programs that did not respond to the question were excluded. 
c In addition to reporting which of the listed activities were used, programs 
reported on which one was the most commonly used. For feeding, 9% of 
programs reported that the most common training activity was verbal expla-
nations of the practices and routines; for gross motor activity, % of pro-
grams reported that this was the most common training activity. 
d Nine programs that did not respond to the question were excluded.
Table 2. Activities for Encouraging Parents to Provide 
Opportunities for Children’s Healthy Eating and Gross Motor 
Activity, US Head Start Programs, 2008 (N = 1,583)
Activity
% of Programs 
Offering 
Activitya
Healthy eating (n = 1,579)b
Distributed written information (flyers, pamphlets, or 
newsletters) about healthy eating
97
Offered workshops or events that taught parents how 
to prepare healthy foods
0
Offered workshops or events that taught parents how 
to shop for healthy foods

Discussed healthy eating at parent-teacher  
conferences
0
Other 12
Did not conduct any activities <1
Gross motor activity (n = 1,572)c
Distributed written information (flyers, pamphlets, or 
newsletters) about opportunities and facilities in the 
community for children’s gross motor activity
7
Discussed gross motor activity at parent-teacher 
conferences
7
Offered workshops or events that taught parents how 
to encourage gross motor activity at home
3
Other 
Did not conduct any activities 7
 
a Percentages do not total 100 because programs were allowed to report 
more than 1 activity. 
b Four programs that did not respond to the question were excluded. 
c Eleven programs that did not respond to the question were excluded.VOLUME 7: NO. 3
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Table 3. Partnerships With Community Organizations to Encourage Children’s Healthy Eating and Gross Motor Activity, US 
Head Start Programs, 2008 (N = 1,583)
Organization % of Programs Partnering With Organizationa
Healthy eating (n = 1,577)b
WIC 7
USDA cooperative extension program 5
Health department 57
Food bank or pantry 3
School or school district 35
University, college, or community college 25
Grocery store 20
Community recreation department or center 15
Farmers’ market 12
Faith-based organization 
None 3
Gross motor activity (n = 1,550)c
WIC 0
Health department 37
School or school district 32
Community recreation department or center 23
University, college, or community college 15
YMCA or YWCA 13
Faith-based organization 5
None 25
 
Abbreviations: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children; USDA, US Department of Agriculture. 
a Percentages do not total 100 because programs were allowed to report more than 1 partnership. 
b Six programs that did not respond to the question were excluded. 
c Thirty-three programs that did not respond to the question were excluded.